INTRODUCTION
High blood pressure (BP) and cardiovascular-related events are increasing in prevalence. 1, 2 Despite high BP being a leading cause of mortality and morbidity worldwide, its management remains suboptimal for the majority. 1, 3, 4 General practitioners (GPs) view the management of hypertension as their area of speciality, 5 and the majority of BP care occurs in general practice. 2, 6, 7 Lifestyle medicine, incorporating aspects of both clinical medicine and public health, has emerged with the health burden transition from infectious to chronic disease. Around 60-70% of all primary health-care visits in developed countries are for lifestylebased diseases. 8 Lifestyle medicine is defined as the application of environmental, behavioural, medical and motivational principles to the management, including self management, of lifestylerelated health problems. 9 International hypertension management guidelines recognise the large number of controlled trials, demonstrating the significant effect of lifestyle interventions on high BP. Lifestyle measures that lower BP are weight reduction, reducing dietary sodium, limiting alcohol consumption, increased physical activity, increased fruit and vegetable consumption and reduced total and saturated fat intake. [10] [11] [12] Smoking cessation may not directly reduce BP, but it does markedly reduce overall cardiovascular disease risk. 11 Effective lifestyle modification can lower BP equivalent to a single antihypertensive drug with combinations of two or more lifestyle modifications achieving even greater results. 13 Lifestyle interventions can reduce or negate the need for drug therapy, enhance the antihypertensive effects of drugs, reduce the need for multiple drug regimens and improve overall cardiovascular disease risk. Lifestyle risk factor identification and management is not only an important component of BP management, it is important to manage in all patients as the majority of hypertension-related events occur among those with normal or mildly elevated BPs. 11, 12 Although there have been improvements in Australia in the number of patients whose behavioural risk factors are assessed, large gaps remain between guideline recommendations and practice for providing advice and referral for at-risk patients. 14 A number of studies have explored factors influencing the management of behavioural risk in primary health care. Clinician factors include: personal lifestyle behaviours and attitudes, [15] [16] [17] lack of knowledge and training, 17, 18 years in practice, 17 perceived ineffectiveness of risk factor interventions, 16 perceived congruence with professional role 16 and perceived patient acceptability. 16 Other important contextual issues include lack of time, 15, [18] [19] [20] [21] [22] [23] lack of reimbursement, 15, 18, [20] [21] [22] [23] lack of patient interest and non-compliance, 15, [18] [19] [20] [21] [22] [23] and a lack of supportive educational and teaching materials. 18, 19 There is currently a knowledge gap regarding specific barriers to lifestyle risk factor assessment and management in hypertension in general practice. The objective of this paper is to identify and explore these barriers in the Australian context.
MATERIALS AND METHODS

Participants and setting
Six focus groups (4-6 participants each) were conducted between June and July 2008. Four focus groups were held within general practices and two were organised with GP registrars. Each session lasted for 45-65 min. GPs were invited to participate either via a letter distributed by the practice manager or a face-to-face meeting with the focus group facilitator (FH). The date for the focus group was chosen to coincide with the day when the maximum number of GPs were scheduled to work to obtain maximum participation. Focus groups were either conducted during scheduled lunch breaks in practice meeting rooms or at the completion of the working day. Catering was provided.
To identify larger practices accredited for GP training we used purposeful sampling of the Southern Division of General Practice Tasmania database. Practices that had previously shown an interest in being involved in research were approached first. Within each practice, GPs had varying levels of training and experience and varied by age and gender. We also aimed to capture patient population characteristics such as socioeconomic status and urban-rural mix.
An invitation was sent to the Southern cohort of GP registrars via the Regional Training Provider, inviting them to participate in our study during a scheduled evening tutorial. We sought the views of registrars as although training is still predominantly via an apprenticeship model, registrars work independently.
In 2008 we conducted the focus group study to identify and explore the barriers to diagnosing and managing hypertension. During the original analysis and reporting of the study, however, it became clear that the barriers to initiating medication and treating to target 5 differed from the barriers described to assessing and managing lifestyle.
The project was approved by the Human Research Ethics Committee Network (approval number H9301). Participants were reimbursed for their time.
Data collected
Trained in one-on-one interviewing, FH prepared as a focus group facilitator by participating in qualitative methodology workshops, reading appropriate texts and was closely mentored by a qualitative research expert well trained in the technique.
The focus group interview guide (Table 1 ) consisted of open-ended questions and closed statements to stimulate conversation and guide discussion. The facilitator was free to move outside the interview guide if needed. All focus groups were audio recorded and transcribed verbatim. Transcripts were then corrected and verified.
Data analysis
This study was conducted as an interpretive qualitative enquiry. A thematic analysis was carried out. Analysis was iterative, contemporary and ceased when no new issues emerged, suggesting data saturation had occurred. Two investigators (a GP registrar and a sociologist) read and discussed the transcripts as they were prepared during the data collection phase and independently identified a preliminary list of themes. The investigators re-read the transcripts and through a process of discussion refined and finalised the major themes. The third investigator (a GP) commented on the themes and the analysis was completed. More recently FH re-read the original transcripts and lists of themes to confirm the original analysis.
To limit the potential of the researchers' influence on data collection and interpretation, a clear statement of the role of the facilitator was read at the commencement of each focus group and an interview guide was used.
Investigator triangulation was used to improve rigour and promote reflexivity by the focus group facilitator. The use of a second investigator from a non-medical background promoted critical reflection during analysis.
RESULTS
One general practice declined to take part due to workload issues. In total, 30 GPs and GP registrars were involved. Demographics of the 30 participants: 19 were GPs, 11 were GP registrars and 21 were female. The majority (12) were aged between 36 and 45 years. Eight participants were 26-35 years, eight were aged 46-55 years and two were aged 56-65 years. Three (all GP registrars) worked in a rural location. Half of the participants worked six or less sessions per week. (A session typically comprises at least 3.5 h of consulting time).
Knowledge Participants recognised the importance of a healthy lifestyle for the prevention and management of hypertension, and for general health and disease prevention. Overall, participants felt comfortable providing broad advice on weight loss, exercise and dietary modification, but several were less confident in providing more detailed information.
'My advice for everyone is walk 5 times a week for an houryso that's all I say but I think that is adequate. Diet is a little more difficult, I just say don't use excessive salt and that's about it for hypertension' (Male GP registrar, aged 26-35 years, FG4)
The majority incorporated lifestyle assessment and management into their hypertension management plan by either recommending a trial of lifestyle risk factor modification, where appropriate according to BP level and cardiovascular risk, or by providing advice at the time of medication initiation.
Participants described the significant impact of poor lifestyle on the prevalence of hypertension, that failure to modify lifestyle impacts negatively on the ability to achieve BP control and the generational effect of poor lifestyle, particularly in low socioeconomic areas.
Self-efficacy
The majority of participants felt disillusioned and described the limited impact their lifestyle advice and counselling had. This sense of resignation was felt greatest with weight loss, dietary salt restriction and limitation of alcohol intake and least with smoking cessation. Many participants spoke of an occasional 'spectacular success': a patient who adopted and maintained significant lifestyle change (usually weight loss), but their overwhelming experience was that the majority did not commit to lifestyle modification.
Many participants then went on to question the reasons behind their perceived limited impact. Rather than blaming patients, participants were empathic and shouldered some of the responsibility for their patient's inability to adopt change. Although some blamed themselves for not being able to inspire people to change, two groups discussed lifestyle advice needing to resonate with the 'life stage' of the patient-the patient had to feel it was the right time to prioritise this action. Participants from a practice located in a lower socioeconomic area described seeing patients with more immediate life and health crises that made it difficult for patients to engage. What have you found to be the main impediments in initiating treatment in hypertension? Are there any specific patient groups in which you find it difficult to initiate anti-hypertensives? What have you found to be the main impediments in achieving target levels in hypertension? Are target levels always achievable/are they always desirable?
Discussion points: 'Guidelines are developed by enthusiasts, outlining 'ideal' practice that does not translate to the typical patients I see' . The management of hypertension is not a priority-it is difficult to become an expert in every area. I can never find an adequate sized BP cuff I don't feel comfortable/equipped enough to manage lifestyle modification/ cardiovascular risk factors Are there any other organisational or political barriers to the management of hypertension?
Barriers
got children on drugs and they're looking after grandkids and partners who are seriously sicky and so the fact that their BP is one hundred and forty somethingy its way down on their list'. (Female GP, aged 46-55 years, FG3)
A patient-centred care approach could be interpreted as a barrier in implementing evidence-based care, but in this setting participants felt it was more important to maintain focus on the doctor-patient relationship, waiting for a more opportune time to discuss cardiovascular and lifestyle risk factors. This group also spoke of their inability to motivate people despite having had adequate training in motivational interviewing techniques and recognised their own ambivalence and barriers to lifestyle change.
'I've been to lots of motivational training sessions and we know the risk factors back to front. The interesting thing is to ask the staffy how many do the recommended amount of exercise and eat the recommended diety?' (Female GP, aged 46-55 years, FG3)
Consultative style Most participants prioritised lifestyle assessment and management. However, lifestyle was not discussed with all patients, one or two risk factors may be discussed rather than all during a single consultation. The words doctors' use can also influence the way a patient hears and interprets a message. One male GP stated that he was now emphasising the importance of lifestyle change in his diabetic patients, insisting it was part of their management plan. Most other participants described using the provision of lifestyle advice as a bargaining chip, explaining that medication may be reduced or withdrawn in the future if lifestyle change is maintained. Scare tactics that may have been employed in the past were now rarely used although it was acknowledged that there was an element of fear involved with using the absolute cardiovascular risk calculator to explain results.
Length of time in practice seemed to have an effect. When commencing treatment, GP registrars despite reporting similar low success rates were more inclined to offer patients a lifestyle trial while more experienced GPs discussed lifestyle concurrently with medication initiation.
'Certainly I give up telling people about the lifestyle things because we tried that 5 years ago, and they didn't do it then, so you just check their BP and write their script, but we really should be saying it every time'. (Female GP, aged 36-45 years, FG1)
Patient characteristics
The reluctance of patients to initiate and comply with lifestyle change was seen as a major barrier.
'Most of the patients are not really doing regular exercises or dramatically reducing the amount of alcohol' (Female GP registrar, aged 36-45 years, FG5)
A strong theme was the vast impact of stress/anxiety and multimorbidity on lifestyle risk factor assessment, management and BP control. Stress and anxiety were discussed in terms of the white-coat effect and diagnostic difficulties, and importantly participants seemed to describe it as an unrecognised lifestyle risk factor. Participants also described the emotional impact of disease on patients. They stated that patients need time to adjust to the physical and psychological consequences of their diagnoses and the implications of management. Multimorbidity also limited or prevented a focus on lifestyle modification as BP was rarely isolated, instead being one of many complex medical problems.
At times GPs felt exasperated, feeling forced into prescribing medication that is 'available, effective and measurable', knowing that intensive lifestyle modification was required yet inaccessible.
'y a lot of the time you're medicalising a lifestyle, people are overweight and unfit and smokingy you then start to throw tablets at ity you're having to treat things inappropriately because that's the only intervention that's affordable and practical'. (Female GP, aged 46-55 years, FG3)
The perceived barriers to patients' readiness to change were increasing age, physical comorbidities (particularly arthritis), low socioeconomic status, lack of transport, heavy alcohol intake, rural location, high cost of some lifestyle interventions, poor mental health and significant life events.
It was also recognised that there are a minority of patients who are looking for alternative approaches to medication, and lifestyle modification resonates particularly well with them.
Organisational and systems issues Although time constraints within a consultation were identified as an issue, 'I find it very hard within a 15 or a 30 min consult to adequately tackle diety' (Female GP, aged 36-45 years, FG2) participants described the inability to regularly follow-up and closely monitor patients as a more significant barrier. Participants felt their message would have more impact if they were able to follow-up with their patients more frequently. The main barrier to regular follow-up and monitoring was lack of appointments. There was also a recognition of the cost, and some patients were unconvinced that it was necessary to come back regularly or book a longer appointment. One female registrar (FG5) and female GP (FG6) described difficulties in monitoring the progress of patients in group practices because of a lack of continuity in care and not wanting to change another GP's management plan.
Some described the fact that the GP is only one of many influences in a patient's decision-making.
'I feel reasonably happy describing to people what they're supposed to be doing in the closed environment of my room but then they walk out and are confronted by McDonalds andy choices of food stuffs in the supermarkety' (Female GP, aged 36-45 years, FG1) Some raised the issue of primary prevention 'why do we actually have so much hypertension?' Most participants passionately described the lack of broader health preventive policies such as lack of adequate healthy lifestyle education in schools, the higher cost of healthy food choices and the impact of junk food advertising. Many argued that high-prevalence rates precluded effective treatment at an individual GP-patient level. This caused passionate debate in one of the registrar groups.
Both GP registrar groups discussed the need to better streamline practice (supported by Government funding) to overcome detection and diagnostic barriers, for example, by measuring weight, height and BP on every patient and setting up dedicated BP management clinics within the practice. Others described lack of access to allied health practitioners as an issue, particularly exercise physiologists and dieticians through the public health system.
DISCUSSION
Overall, although participants felt they had the broad knowledge and some described training in motivational interviewing techniques, participants felt cynical towards providing lifestyle Barriers to lifestyle discussions in hypertension F Howes et al advice and counselling fuelled by an overwhelming lack of success seen in practice. The majority of participants were not empowered to effect change, and this was promoted by their perceived failure to adequately motivate patients to adopt lifestyle change. Participants displayed a clear understanding of the complex interplay of factors that impact on a patients' ability to initiate and maintain lifestyle change. Although patients' reluctance was identified as a major barrier, interestingly GPs were willing to share the responsibility for their patient's failure to implement lifestyle change. A common approach was to negotiate with patients so that medication could be reduced or ceased in the future. Other barriers included patients' not being ready, willing or able to change, consultation time constraints, inability to provide regular monitoring and follow-up, lack of access to allied health practitioners and the broader determinants of health. Our findings add depth to previous research relating to barriers to lifestyle counselling in general practice. Previous studies have shown major barriers that include: lack of time due to heavy workload, lack of training and knowledge, lack of reimbursement, lack of patients' interest and lack of patients' willingness to change. 15, [20] [21] [22] [23] Qualitative studies involving patients concur with GP assessments; patients describe a lack of willpower, motivation and desire to make lifestyle change. [24] [25] [26] This study reveals that lack of training and knowledge is no longer a major issue. Over time, education and training in lifestyle risk modification and behavioural counselling techniques have meant that this group of GPs felt they had adequate broad skills in these areas.
Consistent with our findings, health providers working in a vulnerable community reported that psychosocial factors considerably affected their patients' ability to manage their hypertension and dyslipidemia with personal and family matters, which is considered most problematic. 20 More generally, low education and low income were associated with a lack of engagement with lifestyle change. 24 However, assumptions similar to those used about smoking and mental illness to justify smoking cessation inaction 27, 28 need to be avoided. Psychological factors have an important impact on the likelihood of behavioural change being adopted and maintained, and should be assessed and managed as part of lifestyle modification. 29 GPs have an important role in discussing lifestyle factors with their patients. Consistent with our study, previous research indicates room for improvement in the frequency, quality and timing of lifestyle advice given. 30 The Second Dutch National Survey of General Practice found that lifestyle was discussed in 40% of hypertension-related visits, but in 81% of these consultations, it took up less than one quarter of consultation time. In 17% of visits the GP gave lifestyle advice, but in only onefifth of these visits was the patient's motivation or perceived barriers for behavioural change assessed. 31 Our findings raise important issues of GP self-efficacy. The selfefficacy of the GPs in this study was undermined by their perceived failure to adequately deal with the challenge of providing lifestyle advice and counselling without visible or measurable change in their patients. This is important as we tend to avoid tasks where self-efficacy is low, believe the task is harder than it is and it can affect ones own health behaviours. 32 The finding of GP registrars continuing to provide lifestyle advice despite the same perceived lack of success as their GP counterparts is potentially significant. Is the length of time spent in general practice associated with the cynicism observed in this study? It may be that GPs who have spent more time in general practice may be less likely to feel empowered to provide lifestyle advice and counselling due to cynicism or a decrease in confidence in the value of providing counselling. 33 Perhaps experienced GPs are more economical with their energy and time, being more selective about which patients they invest in. Or perhaps GPs have had more exposure to patients' ambivalence about their health behaviours, and believe health outcomes are achieved from reciprocal contributions from both the doctor and the patient over time. 34 Strengths and limitations of the study Participants were self-selected and reimbursed, and thus potentially not representative of all GPs. Owing to the non-observational nature of the data, we were unable to assess the content, quantity or quality of the lifestyle advice and counselling delivered.
Older male GPs are absent from our cohort. The effect of any gender and workforce participation imbalance on the results is difficult to quantify. Female physicians may place greater emphasis on preventive care 35, 36 and provide better quality of care overall, especially in risk factor management in Type II diabetes mellitus. 36, 37 Potential disadvantages of focus groups include the inability to clearly identify an individual message; group members can form quick opinions that match the group consensus due to a lack of anonymity or a feeling of intimidation. Conversely, hearing others talk openly and honestly can result in participants feeling more comfortable with their own disclosure. 38 Group dynamism 39 led to participants challenging and questioning one another, eliciting clarification and sharing their clinical experiences and solutions.
In 2008, during the original data collection and analysis phase, the authors believed they had reached data saturation on the question of lifestyle assessment and management. However, it could be argued that because of the re-analysis of the original data, the principle of data saturation may not apply, which may affect the content validity.
Participants identified the complex interplay of factors that impact on a patient's ability to initiate and maintain lifestyle change. Ultimately many interventions designed to lower BP in the past may have failed due to a lack of understanding of the underlying barriers to best practice lifestyle management in general practice. An evidence base exists and many barriers have now been described, the question now is, how best do we address these barriers?
CONCLUSION
GPs recognised the importance of lifestyle risk factor assessment and management for hypertension, most gave general advice and felt adequately trained. However, GPs felt disillusioned with the impact of their advice and unable to overcome patient ambivalence and the limitations of the health system in providing time and resources for preventive care. To influence patient outcomes, GPs need to be empowered and resourced at both the practice and the policy level to shift much more of the management focus to preventive interventions.
What is known about this topic?
Effective lifestyle modification can lower BP equivalent to a single antihypertensive drug. Barriers to lifestyle counselling in general practice include: lack of time, training, knowledge, reimbursement and patient interest.
What this study adds?
The GPs interviewed felt they had adequate knowledge and skills to assess and manage lifestyle risk factors relevant to hypertension. GP self-efficacy was undermined by their perceived failure to adequately deal with the challenge of providing lifestyle counselling. Psychological factors should be addressed and managed as part of lifestyle discussions. Many barriers have now been described: the challenge is how best to address them.
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